Finally, I wish to express my thanks to Mr. Stevens, Dr. Banister and Dr. Maxwell for their kind permission to report these cases.
Dr. HERBERT SPENCER: I am naturally glad to find that the treatment of the first case is considered the best, for this method of treatment was brought before the Obstetrical Society of London by me eighteen years ago; yet, in spite of my frequent criticisms, many unnecessary Csasarean sections in the meantime have been performed in such cases. I think it is time they ceased. With regard to the third case there will be differences of opinion as to what should be done in labour when the os is not dilated, whether one should wait till the os dilates or whether C(sarean section should be the line of treatment. There is another method of treatment which has not been mentioned by the author which is much better than either-namely, pushing up the tumour in the Trendelenburg position, which Bossi showed twenty years ago to be quite easy in this position even when impossible without its aid. I think the knee-chest position under anaesthesia might be still more efficacious. In any case it should certainly be tried before resorting to COasarean section. I have a slight criticism to offer on the description of the size of the tumour in this case, which is said to be that of a coco-nut. It is of some importance in the case of ovarian tumours obstructing labour to know the exact size of the tumours, and, however convenient during clinical examination the likening of the size to that of familiar objects may be, tumours removed by operation should have their dimensions accurately given in inches or centimetres.
(February 3, 1916.) A Case of Fatal Rupture of the Bladder during the Puerperium.
By FRANCES M. HUXLEY, M.D.
MRS. W., aged 26, a primipara, was confined on December 21, 1914; vertex presentation; occipito-posterior position. The doctor was called in on account of delay in the second stage of labour, due to the occiput being posterior to the right, and he applied forceps, after leaving the nurse to catheterize the patient. (It transpired later that the catheter was not passed, but the patient " made water herself.") Delivery was effected by forceps with some difficulty. A perineal tear was stitched. The puerperium went on uneventfully until December 29, the ninth day, when, on making a sudden stretching movement of the right arm (the patient was nursing her baby on' the left arm and stretched the right out of bed to the floor to pick up something), she was attacked with severe abdominal pain, vomiting and collapse. Dr. Cuthbert Lockyer saw the patient in consultation the following day and sent her immediately to the Samaritan Free Hospital.
On admission, at 11 p.m. on December 30, the patient looked extremely ill; the face was pale, but not pinched; the extremities were cold and clammy; temperature 102.20 F.; pulse running; respirations 28; tongue dry and bright red. The knees were not drawn up. The abdomen was very markedly distended, symmetrical, and moved with respiration. It was neither very rigid nor very tender. There was dullness over the symphysis pubis and in the flanks, and the presence of free fluid was determined. No pelvic examination was made on admission. The patient stated that she had passed no urine since the onset of the acute illness (i.e., for about thirty hours), so she was catheterized, 40 oz. of acid, somewhat offensive urine being withdrawn. Catheterization was repeated at 8 a.m. on December 31, and 35 oz. of urine were withdrawn. In spite of stimulant treatment the condition became gradually worse and the patient died at 2 p.m. on December 31.
A post-mortem examination was made on January 1, 1915, by Dr. Braxton Hicks. On opening the abdomen an odour of urine was noticed, and two to three pints of turbid urine and peritoneal exudate escaped. In the hypogastric region, the bladder was adherent to the. anterior abdominal wall, and the posterior part of its fundus adhered to the anterior surface of the uterus. The whole bladder wall was very thin and had obviously been much distended recently. At the summit of the fundus of the bladder was a horizontal slit, 21 in. in length, through which the urine had escaped. The edges of the slit were jagged and sharp, and showed no signs of sloughing or bruising.
There were signs of general peritonitis. Death was due to toxemia and cardiac failure produced by general peritonitis, the result of rupture of the bladder into the peritoneal cavity.
The questions arising from this case are, firstly, when, and secondly, why, rupture of the bladder occurred ? I think there can be little doubt but that the rupture was spontaneous, and took place when the patient made the sudden stretching movement already described, on the ninth day of the puerperium, because the onset of symptoms was acute and the patient's state was said to have been quite satisfactory until then.
The question why is more difficult to answer. Examination of the bladder showed no reason why it should have given way at the particular point it did; there was no evidence of any necrotic process, simply a slight submucous haemorrhage due to the tear.
I suggest that the explanation may be as follows: Forceps were applied to the fcetal head when the bladder was distended, producing increased pressure on its walls and bruising of its base and of the urethra. This produced atony of the bladder, so that the state of distension was never overcome, the patient only partially emptying the bladder. The sudden movement took place at a time of extra distension, and the strong contraction of the abdominal muscles was sufficient to produce rupture.
I have searched the literature for similar cases, but find only one that has points of resemblance. This is a case described by Gentles' in 1883, and is of interest, since in it rupture of an uninjured bladder took place as a result of muscular action:
Mrs. T., aged 36, a multipara and an alcoholic subject, was known to suffer fromi occasional retention of urine. She aborted at three months and from this time developed acute abdominal symptoms, resulting in death thirty hours afterwards. Rupture of the bladder was found to be the cause of death, and was considered to have occurred"as the result of expulsive labour pains on a full bladder.
DISCUSSION.
Dr. CUTHBERT LOCKYER: I have little to add to the account of the case given by Dr. Huxley; I agree that the clinical history points to a spontaneous rupture of the bladder and not to direct trauma produced by the blade of the forceps upon a full bladder. The woman was in a dying condition when I saw her on the day after the onset of sudden collapse and pain; she was removed to hospital in compliance with the urgent wish of her husband. I was present at the autopsy and noted that there was no sign of bruising nor of sloughing. The extremely thin edges of the laceration were scarcely discoloured and were not ragged. The entire bladder wall was markedly attenuated, and the viscus enormously distended, so much so as nearly to cover the entire anterior uterine surface to which it was adherent. The fact that the ruptured bladder could retain as much as 40 oz. of urine may be partly explained by the viscus being adherent to the parietes in front and to the uterus behind, as this might leave only the overflow from a full bladder to escape through the fundal tear.
Dr. AMAND ROUTH: May it not be possible that the muscle of the bladder was torn during the forceps delivery when the bladder was full, and that the peritoneal covering only yielded immediately previous to the acute symptoms when septic peritonitis so suddenly occurred ? Dr. MCCANN: Was a microscopical examination of the bladder wall made? for on looking at the specimen the bladder wall seems to me to be attenuated. at the site of the rupture. From the position of the rupture it is difficult to furnish an explanation of the cause.
